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is is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).With three trials conﬁrming that standard sepsis care is no
different than goal directed care (ProMISe, ARISE and
ProCESS),1–3 Africa can breathe a sigh of relief and start
concentrating on optimising the sepsis care bundles that
are achievable in the low to middle income emergency centre.
Fluids (30 mL/kg) remain the mainstay of treatment when
the blood pressure is low (or the lactate high). Antibiotics
should be started in the ﬁrst hour (I note that surviving sep-
sis still groups it in their three hour bundle).4 Fluid respon-
siveness can be tested in a variety of ways, to include a
thorough examination, ultrasound or dynamic ﬂuid chal-
lenges. Gone are the mandatory central venous pressure
and oxygen saturation goals. Sadly lactate is a notable excep-
tion as it remains an important part of the assessment and a
barrier to optimal care in the low to middle income setting
given widespread lack of lactate testing availability.
Clinicians working in African emergency centres should care-
fully review their sepsis policies to bring these in line with
the new evidence. My advice is to see if sepsis care cannot
be extended to a community level; a nurse or clinical ofﬁcer
at a rural/peripheral clinic can start a ﬂuid bolus and give
timely antibiotics (in my humble opinion the two most
important interventions in sepsis care) whilst urgently arrang-
ing transport. I’d really like to see some research proving me
right. An article breakdown for this issue follows below.
In search of an effective teaching approach for skill acquisition
and retention: Teaching manual deﬁbrillation to junior medical
students
Archer et al. compared different practical skill teaching
approaches in this randomised control trial. Interestingly it
turns out that all teaching approaches used in this study were
equivalent in terms of skill acquisition and retention. The
author comments that the results have likely to do with the fact
that all approaches included practice with feedback. Of note is
that in one arm feedback was delivered by peers duringteaching. Naturally this will have implications in a resource
limited teaching environment.
Surgical outcomes for perforated peptic ulcer: A prospective case
series at an academic hospital in Monrovia, Liberia
The paper by Fallah Moses et al. details twenty consecutive
cases of perforated peptic ulcer presenting to their hospital,
which showed high mortality due to presentation-delay and
advanced disease. Patients over 30 years old did poorly.
They highlight the need for government planning for surgical
services to enable timely surgical care. Diseases such as pep-
tic ulcer are not nearly as severe in high income countries
compared to the low to middle income setting, mainly due
to ready access to treatment with modern drugs. It behoves
the surgeon to remain competent in treating such cases, espe-
cially when working in a low to middle income environment.
An audit of consent practices and perceptions of lumbar puncture,
Botswana inpatient setting experience
In this survey-based, cross-sectional study consent practices
is put under the spotlight by King et al. It was interesting
to note the disparity between doctors’ and patients’ percep-
tion of consent practice. Anecdotal evidence suggests that
poor consent practice is likely not just pervasive throughout
Africa, but also likely extends to consent for other proce-
dures. The authors are right to suggest a standardised
approach to consent.
Characterization of in-hospital cardiac arrest in adult patients at
a tertiary hospital in Kenya
This retrospective chart review by Wachira et al. reveals
three key things: in Africa patients die young (mean
59 years), survival to hospital discharge following in-hospital
cardiac arrest is much lower than in Western countries and
physiology in terms of the MEWS also has a role in predict-
ing deterioration in an African setting. There are very little
data regarding cardiac arrest outcomes in Africa. This is
likely the single biggest study ever done in this regard on
the continent.
50 EditorialChronic obstructive pulmonary disease: emergency care in acute
exacerbation
On the whole this narrative review by Welniak et al. provides a
valuable refresher on the most poignant evidence available in
the treatment of COPD. Of more interest is the section on addi-
tional considerations that particularly focusses on care of
COPD exacerbation within the resource limited setting. As
can be expected, evidence in this area is lacking although the
authors make some sound recommendations (e.g. spacer use
instead of nebulising, community education and treatment ini-
tiation, etc.).
In adult patients presenting as emergencies with upper
gastrointestinal bleeding, does tranexamic acid decrease
mortality?
Expanding on upper gastro-intestinal bleed management this
systematic review shows promise for the use of tranexamic acid
to reduce mortality. As a relatively cheap drug, the beneﬁts
within a low to middle income setting (such as described by
Fallah Moses et al.) should not be underestimated. Nutbeam
highlights this point as well. We eagerly await the results for
HALT IT.5
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